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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CSC
Relevant clinical history and physical exam. A 52 y/o man with hyperlip-
idemia presented with exertional chest tightness and dyspnea for 1
year. He had received PCI with a BMS implanted in LAD one year ago
in a local hospital; however, his chest discomfort did not improve
after that procedure. Physically, a grade III over VI systolic murmur
was noted at the apex and the left sternal border. ECG showed LVH
and strain pattern.
Relevant test results prior to catheterization. Echo cardiography
conﬁrmed the diagnosis of hypertrophic cardio myopathy with dy-
namic LVOT obstruction, with late systolic LVOT pressure gradient up
to 64mm Hg at rest, and mild to moderate mitral regurgitation. Due to
persistent symptoms despite optimal beta blocker use, CAG and LV
ventriculography was performed and further treatment options were
discussed.Relevant catheterization ﬁndings. CAG showed mid LAD 40% stenosis,
distal LCX total occlusion, and 60% stenosis at PDA. LV ventriculog-
raphy conﬁrmed the dynamic LV obstruction at the level of mid-LV
chamber. Simultaneous pressure tracing showed the peak pressure
gradient between LV apex and LVOT was 70mmHg, and PG after a
ventricular ectopy was upto 175mmHg. The LVOT and mid chamber
pressure gradient was thought to be the main cause of his chest pain,
rather than CAD. Alcohol septal ablation wasattempted.
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Procedural step. There were 2 septal branches (S1 and S2)supplying the
basal to mid portion of LV septum, according to the angiography and
corresponding ventriculography. Both S1 and S2 were the targets of
alcohol ablation(S1 ablation to eliminate SAM and LVOT obstruction,
and S2 ablation formid-cavity obstruction). But there were concerns
about complications such asatrial ventricular block or ventricular
tachycardia if such a large area of myocardium was damaged in the
same procedure. Therefore,” one at a time”strategy was proposed. The
ﬁrst target for alcohol septal ablation was the ﬁrst septal branch. With a
7 Fr EBU3.5 guiding catheter and a Sion wire passing into the ﬁrst septal
branch(S1),a 2.0 x6mmover-the-wire balloonwas inﬂated to 6 atm in S1.
Onemilliliter of pure alcohol was injected via the balloon tip into S1 in aperiod of 1minute. The simultaneous tracedAorta-LVpressure gradient
dropped from 70to 30mmHg immediately. The procedure was stopped
at this point due to transient AV block. The second procedure was un-
dertaken after 11 months( postponed due to his minimal symptoms).
The LV-Ao pressure gradient rose to 75mm Hg and S1 branch was
reappeared. The S2 branch was the target of this procedure. With
2.5x8mm balloon in S2 for sealing, 2 ml alcohol was injected over 6
minutes. The Aortic pressure elevated immediately, resulting in a small
residual pressure gradient of 10mm Hg in the early systolic phase,
without any pressure gradient in the late systolic phase.
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anterior motion of mitral valve(obstruction at the level of basal
septum), but also the bulging myocardium at LV mid-cavity result in
the dynamic LVOT obstruction. To achieve a complete resolution of
pressure gradient in this situation, a large area of ventricular septum
must be ablated, with alcohol injection into multiple septal branches.
To avoid complications such atrioventricular block or ventricular
tachycardia, a sequential “one at a time” approach is advocated. This
method is shown to be safe and effective for eliminating the LVOT
obstruction in this case.INVASIVE CORONARY IMAGING:
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. T. M
Relevant clinical history and physical exam. This is 60’s gentleman known
history of hypertension and dyslipidemia. He had admitted to our
hospital due to NSTEMI on February 2012. His coronary angiogram
(CAG) showed that chronic total occlusion (CTO) in distal right coro-
nary artery (RCA) and severe stenosis with TIMI2 ﬂow in proximal
circumﬂex (Cx). He underwent for percutaneous coronary interven-
tion (PCI) to Cx. After that he could discharge from our hospital.
